Objective: To review studies examining the experience of self-management support in patientprovider interactions and the shaping of goals through interactions. Methods: We undertook a systematic review and thematic synthesis of the qualitative literature. We searched six databases (2004)(2005)(2006)(2007)(2008)(2009)(2010)(2011)(2012)(2013)(2014)(2015) for published studies on the provision of self-management support in one-to-one, face-to-face, patient-provider interactions for obesity, type 2 diabetes mellitus and chronic obstructive pulmonary disease, with 14 articles meeting inclusion criteria. Results: Themes identified from studies were (1) dominance of a traditional model of care, encompassing the provision of generic information, exclusion of the psychosocial and temporal nature of interactions and (2) a context of individual responsibility and accountability, encompassing self-management as patients' responsibility and adherence, accountability and the attribution of blame. Interactions were constrained by consultation times, patient self-blame and guilt, desire for autonomy and beliefs about what constitutes 'effective' self-management. Discussion: Encounters were oriented towards a traditional model of care delivery and this limited opportunity for collaboration. These findings suggest that healthcare professionals remain in a position of authority, limiting opportunities for control to be shared with patients and shared understandings of social context to be developed.
Background
Rising rates of chronic conditions require healthcare professionals to adapt new ways of working with people with chronic conditions. In many countries, policy and practice focus on self-management. Self-management refers to an individual's ability to manage the symptoms and consequences of living with a chronic condition. Advocates of self-management propose that patients should be active participants in healthcare interactions and treatment, and undertake physical, emotional, social and lifestyle changes to reduce the burden of disease and maintain quality of life. 1, 2 While premised on the value of quality of life outcomes, the need for self-management is also driven by concern that patients do not comply with recommended medical treatments. 3, 4 However, what is largely ignored is the myriad of reasons why patients may be unable (or unwilling) to play an active role in managing their chronic conditions. 3 At the same time, there is an expectation that healthcare professionals will provide selfmanagement support, requiring a shift in healthcare delivery from a traditional expert model of care to a patient-centred, collaborative approach. Within a traditional model of care, patients primarily take a passive role, with information mostly provided from healthcare professional to patient. 5, 6 The collaborative approach advocates incorporation of patients' needs and preferences for managing their condition into an individualised, biopsychosocial treatment plan; 7 acknowledging that although healthcare professionals may be experts on the condition, individuals are the experts on living with the condition. [8] [9] [10] [11] Self-management support encompasses activities provided by family, peers, community organisations and/or healthcare professionals in conjunction with patients to support their self-management and is provided in both group settings and one-to-one patient encounters. It includes patient education, goal-setting, problem solving and action planning. 5, 12, 13 Although self-management support often occurs through group programmes, one-to-one support from healthcare professionals is ongoing and considered crucial in the long-term management of chronic conditions. 12, 13 One-to-one, face-toface interactions between patients and healthcare professionals are the focus in this review.
Integral to self-management support is goal-setting. Goal-setting is conceptualised as an active process between a person with a chronic condition and their healthcare professional to reach agreement on goals so that meaningful outcomes can be achieved. Based on the premise that goals motivate action, greater agreement on goals between patients and healthcare professionals is reported to improve the achievement of goals. [14] [15] [16] [17] [18] However, there is often a disconnect between the goals of people with a chronic condition, which tend to focus on living a normal life with the illness and activities important to them, [19] [20] [21] and the goals of healthcare professionals which tend to focus on clinical outcomes or lifestyle changes. [22] [23] [24] Research from a social science perspective indicates patients' goals are influenced by their illness experience, their health beliefs (e.g. cause of condition) and social patterns such as education, social class, gender, ethnicity and age. [25] [26] [27] From a patient perspective, expectations of healthcare consultations, language barriers, differences in values between patients and healthcare professionals, health literacy 28 and health status or cognitive impairment, [29] [30] [31] all influence the interaction outcome. Some studies also indicate that people from lower socioeconomic groups ask fewer questions of healthcare professionals and are less likely to challenge recommendations made by healthcare professionals. 32 The capacity to engage in meaningful selfmanagement support is also influenced by healthcare professionals' communication skills, their attitudes towards patients, rapport they are able to build and empathy. 30, 33 Similarly, a healthcare professional focus on the need for compliance and frustrations with seemingly 'non-compliant' patients will also shape the interaction. There is less consideration that 'non-compliance' may result from a difference in perspective between a person living with a chronic condition and their healthcare professional about how to manage their chronic condition. The context of the consultation is also important; governance arrangements connected to quality outcome frameworks or payment systems, [34] [35] [36] the time limited nature of consultations 31 and the various and widely dispersed care arrangements for supporting self-management 37 can constrain opportunities and willingness for healthcare professionals to share control and responsibility with patients.
While there is awareness of the context within which self-management support occurs, there has been minimal consideration of what occurs in patient-provider interactions from the perspectives of patients and healthcare professionals, and whether these interactions shape goal-setting. The research question that this qualitative synthesis seeks to answer is: What are the perceptions and experiences of patients and healthcare professionals of self-management support in patient-provider interactions? We review qualitative studies focused on patient and healthcare professional perspectives to explore: first, the experience of self-management support in patient-provider interactions and second, the shaping of goals through interactions.
Method

Research design
We undertook a qualitative synthesis 38 adhering to the PRISMA 39 statement, with data analysed according to Thomas and Harden's three-step thematic synthesis. 40 This involved identifying relevant literature, appraisal of studies, data analysis and interpretation whereby themes and interpretations across published studies are re-conceptualised.
41,42
Search strategy
Six electronic databases (SCOPUS, Science Direct, Web of Science, PubMed, PyschInfo and SocAbstracts) were searched using Medical Subject Headlines and text words and followed Boolean logic (see Box 1). The search period was from 2004 to October 2015 coinciding with the commencement of integration of self-management support in healthcare policy in many countries. The search was limited to peer-reviewed empirical studies using primary data, adult participants and published in English. The search resulted in a total of 5106 potential articles. No additional articles were found by an additional hand search (including reference lists).
Eligibility criteria
Eligibility of papers was based on three criteria. First, papers needed to refer to the provision of self-management support in one-to-one interactions. Self-management support was defined as: actions (including goal-setting) taken by healthcare professionals to support patients to self-manage their chronic condition/s. Second, participants in the studies needed to be a healthcare professional or a person with a lifestyle-related chronic condition. This criterion was restricted to three conditions: obesity, chronic obstructive pulmonary disease (COPD) and type 2 diabetes mellitus (T2DM) as these conditions are diverse, associated with lifestyle and rising. Third, papers needed to report on the perceptions or experiences of a face-to-face, one-to-one interaction between a person with a chronic condition and a healthcare professional rather than interactions in a group setting or a technologically based interaction (e.g. tele-monitoring). Whilst the topic of interactions did not need to be the primary focus of the original study, a substantial component of the data needed to be specific to faceto-face, one-to-one interactions in order to have the depth of data required for a qualitative synthesis. To meet this criterion, studies needed to include a substantial amount of data on the interaction, not just brief descriptions related to the interaction within a wider context of chronic care management. Eligibility for this criterion followed that used by Santer et al., 38 where at least half of the findings presented in the original study needed to focus on the research question for the review. Full inclusion and exclusion criteria are outlined in Box 2.
Thematic synthesis
Thematic synthesis enables exploration of people's perceptions and experiences, and an intrepretivist approach was applied to deepen understanding of the varying findings across the included studies. Using an Excel spreadsheet to sort data, the synthesis process used Thomas and Harden's 40 three principles for thematic synthesis. First, meaningful data relating to interactions were extracted and coded from the findings section of each study. Codes were applied to both the direct quotes from participants and the authors' interpretations. Second, similar codes were grouped together to synthesise the data and construct descriptive themes. Third, these descriptive themes were reviewed independently by two authors for consistency in interpretation, and any differences were discussed and resolved. These descriptive themes were developed into analytical themes that extended beyond those used in the original studies (see Box 3 for an example).
Findings
After removal of duplicates (n ¼ 851), 4291 titles and abstracts were screened, and 42 met the inclusion criteria. These were retrieved as full-text papers and examined by MF, SL and KW to ascertain eligibility. Any uncertainties were discussed and resolved between these three authors. After full-text review, 14 articles were included in the review. The selection process is outlined in a PRISMA flow chart in Figure 1 .
The quality of included articles was critically reviewed by applying the Critical Appraisal Skills Programme (CASP) Qualitative Checklist. 43 After quality appraisal, all articles sufficiently met the criteria for inclusion with a score of 5 or above. A summary of study characteristics and CASP scores are presented in Table 1 . inpatient, residential, aged care or palliative settings participants were parent, carer, friends, peers, partner/spouse, children or adolescents telehealth or e-health (not face-to-face interactions) randomised control studies, intervention studies and other experimental studies focus was solely on cancer, HIV, mental illness, dementia, drug or alcohol dependence, disability, surgery, radiation, chemotherapy, complementary or alternative medicines theoretical or conceptual studies which explored the perceptions of a theory, concept or construct guidelines, policy, reports or systematic reviews patient-provider interactions in group programmes/settings patient reported or healthcare professionals perceptions/experiences of self-management in general and needs/preferences for self-management rather than self-management support (i.e. patients' lived experience of self-management, barriers/facilitators to self-management)
Study characteristics
Most studies were conducted in Europe/ United Kingdom (n ¼ 8). [44] [45] [46] [47] [48] [49] [50] [51] The remaining studies were conducted in the United States (n ¼ 4), [52] [53] [54] [55] Australia (n ¼ 1) 56 and Oman (n ¼ 1). 57 A total of 394 (282 patients and 112 healthcare professionals) participants took part in the studies. Half the studies (n ¼ 7) were conducted with patients only 44, 45, 47, 48, 50, 53, 56 and four (n ¼ 4) with healthcare professionals only. 49, 51, 54, 57 Three studies (n ¼ 3) were conducted with both patients and healthcare professionals, 46, 52, 55 one of which used matched cases of patients and healthcare professionals to explore the perspectives of those in the same encounter. 46 Studies with healthcare professionals mostly included healthcare professionals from more than one discipline. 46, 52, 55, 57 Healthcare professionals included physicians, 46, 49, 52, 55, 57 nurses 46, 51, 57 and allied health professionals. 51, 54 Study settings included both public and private, and primary and secondary care. Most studies (n ¼ 12) focused on T2DM, [44] [45] [46] [47] [48] 50, [52] [53] [54] [55] [56] [57] with one on COPD 51 and one on obesity. 49 Weight-related issues were generally also a topic in studies of T2DM.
Most studies (n ¼ 10) used purposive sampling, [44] [45] [46] 48, 51, 52, [54] [55] [56] [57] and sample sizes varied from 9 to 53 participants. Studies primarily used single indepth interviews (n ¼ 12). [44] [45] [46] [47] [49] [50] [51] [52] [54] [55] [56] [57] A few studies (n ¼ 4) focused on the interaction as the primary 54 Two studies (n ¼ 2) were specific to particular sub-groups: those with low health literacy 46 and immigrants. 56 
Themes
Two broad themes shaping the patientprovider interaction were evident from the analysis: the dominance of a traditional model of care and a context of individual responsibility and accountability. These themes each included several sub-themes.
The dominance of a traditional model of care
Provision of generic information to increase knowledge and motivation. Didactic delivery of information was the primary strategy used by healthcare professionals to increase knowledge and facilitate behavioural change. Healthcare professionals relied on information provision to foster adherence and convince patients to make the 'right' choices. 44, [47] [48] [49] [50] [51] 56, 57 Information provided was described as generic with a focus on the biomedical management of the condition (e.g. blood glucose monitoring, healthy diet, symptom management, risk factors and medications). 44, 47, [49] [50] [51] 53, [55] [56] [57] The following quote by one healthcare professional illustrates this provision of information:
For patients, education is very generic; we cover everything really; the main things that we look at [are] quality of life and preventing exaccerbations. We obviously talk a lot around inhalers. (p. 1047) 51 Patients differed in their information preferences. Some patients were satisfied with, and valued, the amount and type of information provided by healthcare professionals. 47, 50 However, others reported needing help in understanding how to apply the knowledge to their individual situation. 46, 48, 50, 56 Patients expressed a preference for healthcare professionals' recommendations (e.g. lose weight) to be individually tailored and accompanied by actionable strategies over directives not supported by individualised action plans. 44, 46, 47, 50 The disparities in how much and what type of information was preferred by patients and healthcare professionals were evident in Fransen et al.'s 46 study which used matched cases of healthcare professionals and patients with low health literacy. In this study, it was reported that healthcare professionals sought to improve engagement with self-management amongst people with low health literacy by repeating information, providing more information and checking information had been understood by patients. 46 However, patients were reported as not wanting more information because they felt they had enough knowledge on their condition or because they wanted to minimise anxieties related to knowing more about their condition.
Patients valued being heard by their healthcare professionals and appreciated when their healthcare professionals enquired about their personal circumstances. 44, 45, 47, 48, 53, 55, 56 This was perceived as a way of making information relevant and practical to their situation, as illustrated in the following:
It's understandable that they have a 'recipe', but I think some of them should perhaps be better at just listening to what a person tells them about his or her everyday life. (p. 1504) 48 When not feeling heard by their healthcare professional, patients reduced their disease regulation, withheld information from healthcare professionals and did not return for appointments. 48, 53, 56, 57 Several studies showed that specific strategies (e.g. goal-setting, action planning, counselling) were used in addition to patient education. 46, 47, [49] [50] [51] 54, 56 However, the focus of the interactions was primarily on medication and disease-related complications, 47 improved glycaemic control and weight loss, 54 increasing exercise and stopping smoking. 46 Even though the use of these strategies was perceived by the healthcare professional or patient to be 'patientcentred', goals were shaped towards goal preferences of the healthcare professional through the type of information preceding the goal question and the way the goal question was asked:
I'll say words like ''We covered healthy eating and checking blood sugars today. What goal would you like to set on that information?'' . . . it's really individual and patient-driven. (p. 817) 54 Additionally, it was reported that the need for healthcare professionals to report against quality outcome frameworks, the use of contractual agreements and lack of experience or training in goal-setting constrained healthcare professionals ability to engage in collaborative goal-setting with patients. 46, 51, 52, 57 Goal-setting and the exclusion of the psychosocial. The psychosocial impact of living with a chronic condition was raised as a key issue by patients. 44, 46, 47, 52, 53, [55] [56] [57] However, these issues were rarely considered in the interaction. Patients did not raise these issues with healthcare professionals due to a fear of being judged, because they did not have a trusting relationship with their healthcare professional, time pressures or a perception that these issues were not considered a priority by healthcare professionals. 47, 56 Additionally, patients and healthcare professionals indicated healthcare professionals seldom asked about psychosocial issues. 47, 56, 57 Studies focusing on the experiences of healthcare professionals treating patients from culturally and linguistically diverse backgrounds reported that avoidance of discussions on psychosocial issues occurred due to language and communication difficulties between patient and healthcare professionals: 56, 57 No, because of my broken Arabic, I avoid any deep discussion or social talk. I focus only on the disease. (p. 263) 57 There was evidence that healthcare professionals experienced feelings of frustration, inadequacy and helplessness at not being able to directly address patients' broader psychosocial self-management. 46, 51, 52, 54 These feelings were also reported in relation to healthcare professionals understanding of why patients did not follow their recommendations, 46 Temporal nature of interactions: Time, frequency and continuity of care. Consultation time appeared to be the key factor limiting patient participation and what could be covered in a consultation. Both patients and healthcare professionals reported time constraints restricted opportunities for asking questions and restricted consultations to clinical assessment and brief discussions about physical health, without opportunities to discuss issues related to the social and personal impact of the condition. This constrained the type of information shared between patients and healthcare professionals and influenced patients' comprehension of the information provided by the healthcare professional. 44, 46, 53, 55, 56 From the perspective of healthcare professionals, time constraints created tensions for them because of the need to prioritise medical care over more holistic care even though they acknowledged that other issues may be a higher priority to patients. 49, 51, 54 In particular, Fleming et al. 54 reported that limited time in consultations constrained healthcare professionals ability to guide patients through the process of goal-setting. Patients described feeling hurried and indicated they were conscious of not taking up too much of the healthcare professionals time by asking questions, talking about non-medical matters or seeking clarification when information was not well understood. 46, 53, 55 Continuity of care also impacted on the development of collaborative interactions. From the patient perspective, continuity of care enabled a continuous relationship and sense of being known by the healthcare professional, 44, 45, 53, 56 fostered feelings of trust and respect in the patient-provider interaction, 53 provided opportunities for relational and practical support from healthcare professionals, 44, 45, 56 opportunities for reminders on the 'right' thing to do, 44, 45, 57 increased patient understanding of the condition and how to manage day-to-day 45 and improved information flow between patients and healthcare professionals. Regular interactions with the one healthcare professional helped ease patients' health-related worries and increased feelings of independence in self-management. 45 Healthcare professionals also valued opportunities to establish relationships over time. 52, 54 For example, Fleming et al. 54 reported it may take three or more sessions to build a collaborative relationship from which the patient's needs and preferences could truly be determined. Nonetheless, the lack of continuity of care was noted in the studies by both patients and healthcare professionals.
A context of individual responsibility and accountability Self-management: The patient's responsibility. The dominant view held by patients and healthcare professionals in the studies was that self-management is an individual's responsibility. Both patients and healthcare professionals expressed that self-management required patients to be responsible for knowing about their condition, controlling their condition, maintaining discipline over time, making the 'right' choices and being highly motivated. [45] [46] [47] [49] [50] [51] [52] [53] [54] 56, 57 The extent to which self-management is an individual responsibility is emphasised in the following quote by a healthcare professional:
It's for the patient to recognise their symptoms: when they're getting worse, compliance with their medication, knowing about what their condition is. (p. 1047) 51 Evidence from patients showed how the healthcare professionals emphasis on individual responsibilty was incorporated into patients' conceptualisations of selfmanagement:
I know that I have to take the responsibility; it's harmful for me if I don't. This is what the nurse said. (p. 16) 47 Self-management was described as a shared responsibility in only four studies. 45, 49, 51, 52 For example, in Beverley et al.'s 52 study, healthcare professionals reported a patient's failure to achieve treatment goals was their failure too. Some of this failure were attributed to healthcare professionals setting expectations that was too challenging for patients. Here, healthcare professionals acknowledged their contribution to the efficaciousness of a patient's self-management and were self-reflective about what they could do differently to better support patients' self-management. 49, 51, 52 The healthcare professional's assessment of their own contribution to the patient's selfmanagement is illustrated in the following:
Have you gotten to know the patient? Have you really addressed the issues at hand? Have you had enough time, given the patient enough time to work on this? . . .. Have you communicated specific enough goals that patients can reach?. (p. 1182) 52 Adherence, accountability and the attribution of blame. Patient choice and empowerment were valued by both patients and healthcare professionals. 44, 45, 52, 56 However, from the healthcare professional perspective, this mostly related to adherence to their recommendations and what constituted a 'healthy' choice. 50, 54 When patients were perceived as making 'unhealthy choices', they were described negatively by the healthcare professionals. Both patients and healthcare professionals reported patients were held to account for engaging in 'unhealthy' actions. 45, 50, 55, 56 Although some patients indicated they appreciated being held to account by their healthcare professional, stating it helped them get back on track with their self-management, 45, 53 others perceived that it undermined their autonomy with self-managing. Some patients perceived that this minimised the influence of the broader social context which shaped their behaviours. 50, 55 In order to obtain adherence to treatment plans and healthcare professional recommendations, healthcare professionals were reported to repeatedly provide the same information, provide didactic information, to use persuasive techniques including threats and scare tactics, withhold information from patients, withhold medications and revert to a disease-oriented approach: 46, 50, 56, 57 Sometimes I scare the non-cooperative patients otherwise they will not listen. (p. 263) 57 Some patients indicated a dramatic approach from healthcare professionals to communicating risk factors was a turning point resulting in stricter weight management. 50 For others, this approach increased anxieties and worries related to their condition, and they preferred to have less knowledge on the progression of the condition or disease-related complications: 46, 50, 56 My anxiety is [because of] the constant scaring by my doctors (laughs) of the diabetes . . . that, uh, you're going to lose a leg. (p. 461) 56 Patients and healthcare professionals both expressed communication should be open and honest, without criticism or accusations. 45, 49, 50, 53, 55, 56 Nonetheless, blame and judgement from healthcare professional to patient were evident in some studies. 49, [55] [56] [57] Older people, obese people, people with lower education and low health literacy were more likely than other patients to be blamed by healthcare professionals for 'noncompliance'. 46, 49, 57 Opportunities for collaboration were enhanced when relationships were perceived by patients as trusting, empathic and positive and fostered a sense of being respected, understood and cared for by healthcare professionals. 44, 45, 51, 54, 55 The benefits of collaborative relationships for patients were feeling like a unique individual, 45 and the feeling that there is someone else working with you to manage the illness. 55 For some patients, a trusting, long-lasting relationship with their healthcare professional could offset the negative implications of being held to account by their healthcare professional for their behavior 50, 56 :
The GP would tell me straightaway ''This is not on, my friend'' I like this GP a lot as I have the opinion that I can talk openly to him about my problems. . .that would not happen if I did not trust the doctor. (p. 100) 50 Patients and healthcare professionals indicated that biomedical measures were used to determine the effectiveness of a patient's self-management. 49 55 Non-adherence was viewed by healthcare professionals as an individual's personal failing and resulted from an individual's lack of capacity to self-manage, 51 ,57 poor listening, limited understanding of risks, 46, 49 poor knowledge of the condition, limited understanding of healthy lifestyle practices, 49, 55 an unwillingness to change behaviours, a lack of motivation 46, 49, 54 and poor health literacy.
The impact of social influences on selfmanagement was given minimal consideration by healthcare professionals, whereas the influence of social context on adherence was referred to in several of the studies with patients. Patients described the need to balance the influence of established habits, lifestyle practices or other demands (e.g. family responsibilities) with adherence to treatment plans, 46 56 
Discussion
This thematic review has synthesised research reporting patients' and healthcare professionals' perceptions of interactions to better understand the context in which interactions shape self-management support and opportunities for collaborative goalsetting. Central to a collaborative approach is the sharing of control and responsibility between patients and healthcare professionals. 13, 14, 33 However, the review highlights that a traditional didactic approach tends to dominate over the development of collaborative interactions in the provision of self-management support. This was evident in that healthcare professionals relied on the provision of generic information related to the condition and lifestyle with the view that knowledge is enough to facilitate behavioural change. Opportunities to investigate the claims that self-management support is effective are limited in this context. Self-management support encompasses management of social, emotional and psychological needs in addition to medical needs. 13, [58] [59] [60] In a recent review, Hudon et al. 58 argue that patients need to have their illness experience legitimised through opportunities for their concerns, fears and feelings of loss to be integrated into the goalsetting process. The authors report this is a crucial step in assisting patients to increase their self-management capabilities. 58 However, this review highlights that patients have limited opportunities to discuss these issues in their interactions with healthcare professionals.
There was also a focus in the studies on self-management as an individual's responsibility for following treatment regimens and for engaging in 'healthy' behaviours. This means that other aspects such as embodied knowledge and lived experiences of people with chronic conditions as well as the influence of broader structural influences that may shape people's participation in their healthcare are marginalised. Further, an emphasis on individual responsibility does not take account of the inequalities existing in access to healthcare, preventative healthcare and health practices, and that people from lower socioeconomic backgrounds are disproportionately affected by the chronic condition burden. 61 Patient-provider interactions were subject to a number of constraints that oriented encounters towards a traditional model of care delivery. At a systems level, interactions were constrained by limited consultation times and a lack of continuity of care. At an individual level, interactions were constrained by patient self-blame and guilt, a desire for autonomy and individual beliefs and values of both healthcare professionals and patients around individual responsibility and what constitutes effective self-management. Interactions were also shaped by poor trust between patient and healthcare professional (and vice versa), and an attribution of blame from healthcare professionals towards patients. These constraints, as other studies have shown, limit the opportunities for patients and healthcare professionals to develop the shared meanings required for goal agreement and development of individualised action plans. 23, 34, 59, 60 An implication of these findings is that healthcare professionals remain in a position of authority over the patient, rather than sharing control and responsibility with the patient.
Strengths and limitations
No review has specifically focused on patient-provider interactions in the provision of one-to-one self-management support, and this review extends our understanding of how the interaction shapes opportunities for collaborative goalsetting to occur. The review may be limited by the heterogeneity in the purpose of the studies and the small number of studies for which the interaction was the primary focus. Although there were similarities in the themes across the three different conditions, the majority of studies were on T2DM; however, this is also reflective of the number of studies of T2DM over the other two conditions in the literature on selfmanagement. Further understanding of self-management support interactions for chronic conditions is recommended particularly for COPD and obesity. Some studies did not report findings about a particular type of healthcare professional; therefore, no differentiations between different types of healthcare professionals are reported in this review.
Conclusion
Understanding the nature of interactions is pivotal to enhancing support for self-management. Further consideration should be given to how interactional styles between patients and healthcare professionals may shape patients' enactment of self-management goals. Our findings endorse the call that education and support should be tailored to patients' preferences and be relevant to their daily life. Although organisational structures can exert a powerful contextual influence on how patients and healthcare professionals interact, our findings suggest that interactional style and congruence between patients and healthcare professionals on how individual responsibility is valued are also important. Whilst findings indicate that culture and socioeconomic background could influence the interaction between patients' and their healthcare professionals, further examination of these factors is needed to highlight particular subtleties and assumptions present in interactions that have not been noted in this review. Self-management support continues to be more aligned with traditional models of care, and a patient-centred collaborative approach is not yet common practice.
